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G 000 INITIAL COMMENTS G 000

 This visit was a federal home health agency 

complaint survey.

Complaint #:  IN00179409,  unsubstantiated 

without findings

Survey date:  10-20-2015

Facility: 004701

Medicaid Vendor: 201200490

Provider # 157571   

12 Month Unduplicated Admissions   1184

Caretenders was found in compliance with 42 

CFR 484.10, 484.30 and 484.18 as related to this 

complaint.
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